) and splenomegaly. Electrolytes were normal. Uric acid, lipid profile, renal function, and liver function were normal. Urine for Bence-Jones protein was negative. Bone marrow biopsy showed increased histiocytes. She underwent splenectomy in July 1999. During the ensuing years, the crystalline deposits increased progressively and became polychromatic. Serum immunoglobulin levels were checked in June 2001 and showed an elevation of IgA to 1400 mg/dl (normal 158-358 mg/dl). The IgG level was 911 mg/dl (normal 1188-1800 mg/dl). The IgM level was 39.5 mg/dl (normal 72-216 mg/dl). Skull and thoracic spinal X-rays revealed no osteolytic lesions. Urinalysis for Bence-Jones proteins was now positive. Serum immunoelectrophoresis revealed a monoclonal gammopathy involving IgA-kappa light chain. A repeat bone marrow biopsy demonstrated increased plasma cells to 15%. The diagnosis of IgAkappa multiple myeloma was made in November 2001. Systemic therapy was initiated with melphalan and prednisolone. Serum IgA/IgG/IgM levels were 1210/ 818/25.4 mg/dl, respectively, 13 months after chemotherapy. Her best-corrected vision remained at 20/ 25 OU. The corneal crystalline deposits persisted. She rejected a biopsy of the cornea because her vision was not affected.
Discussion
Corneal crystalline deposits associated with multiple myeloma were first described by Burki in 1958. 4 Since then, a variety of immunoprotein deposits have been described in the cornea, among which, IgG-kappa lightchain deposition is most frequently reported. Only one case of IgA-kappa chain monoclonal gammopathy associated with deposition has been reported previously. 2 That patient's best-corrected vision was reduced to counting fingers in the right eye and 20/80 in the left eye because of macular drusen in both eyes. The authors suggested a specific association between IgA monoclonal gammopathy and macular drusen, because drusen were not found in IgG monoclonal gammopathy. In our case, however, we did not observe macular drusen.
Presenting initially as crystalline keratopathy has also been reported to occur in patients of IgG benign monoclonal gammopathy. 5 One study showed that 19% of 241 patients with a diagnosis of benign monoclonal gammopathy developed myeloma, or a related disorder when followed for 10 years or more. 6 Morphological changes of the corneal crystals were noted previously in a patient of IgG-kappa monoclonal gammopathy. 7 The deposits changed from dot-like opacities to polychromatic crystals, at which time multiple myeloma was diagnosed. Similar alteration of the corneal crystals and malignant transformation of the underlying disease were observed in our patient. The corneal crystals in the previously reported case of IgA benign monoclonal gammopathy appeared colourless to slightly white, 2 which perhaps indicated an early stage of the disease process. Ophthalmologists should be aware of these manifestations and the potential for developing malignancies. Eye and illustrate the importance of thorough examination in an apparently routine case.
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Case report Case one
A 59-year-old Caucasian woman was referred with a diagnosis of possible left lacrimal sac mucocoele. She gave a 6-month history of subcutaneous paranasal swelling overlying the left medial canthal tendon, but with no associated epiphora, discharge, pain, or headache. There had been no change in the mass and she was otherwise asymptomatic with no previous ocular history or past medical history. Her Snellen visual acuities were 6/6 in each eye, with no intraocular disease. There was an uninflamed mass, measuring 4 mm Â 5 mm, overlying the left medial canthal tendon and although resembling a lacrimal mucocoele, it could be emptied by firm pressure and readily refilled ( Figure 1) ; it did not increase in size with a Valsalva manoeuvre, although refilling was faster. There was no evidence of an orbital mass or restriction of eye movements. The dye disappearance test was normal and both canaliculi were freely patent to syringing. A clinical diagnosis of angular vein varix was made, with a recommendation of no active intervention.
Case two
A 65-year-old Caucasian woman presented with a right paranasal lump, which had slowly increased in size over 4 years. Although she had childhood pulmonary tuberculosis, there was no previous ocular history.
The paranasal lump was nontender, purple, mobile in the subcutaneous space and found to lie in the line of the angular vein. There was a nearby scar where a previous removal had been attempted. As the lesion was not compressible, a diagnosis of thrombosed angular vein was made. It is possible that previous surgery had caused retrograde thrombosis of the angular vein up to the union of the frontal and superior ophthalmic veins. CT scan confirmed there was no associated intranasal or intraorbital anomaly and the patient elected for no treatment.
Case three
A 61-year-old Sri Lankan woman presented with a left paranasal lump that was initially painful. It had been present for several months. She had a history of blepharitis and keratoconjunctivitis sicca secondary to gluteraldehyde exposure. She had no history of trauma to the area. Her history was otherwise unremarkable. The paranasal lump was nontender, mobile in the subcutaneous space and found to lie in the line of the angular vein (Figure 2) . The lesion was not compressible and a diagnosis of spontaneous thrombosis of an angular vein varix was made without further investigation. The patient elected for no treatment.
Comment
A lacrimal sac mucocoele typically presents as a paranasal swelling centred just below the medial canthal Figure 1 The paranasal mass (a) is easily compressible with a finger (b) and starts to refill rapidly even before capillary return is complete (c); this confirms the diagnosis of an angular vein varix, rather than a lacrimal sac mucocoele.
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Eye tendon and the patient will usually complain of epiphora. Pressure will deflate the sac if open to the canaliculi or nasolacrimal duct, but otherwise the sac may become distended with mucus and assume a blue appearance. Dacryocystorhinosotomy is to be recommended to prevent dacryocystitis and relieve epiphora.
A varix of the angular vein may simulate a lacrimal sac mucocoele, but tends to be anterior to the medial canthal tendon. The angular vein is formed by the junction of the supra-trochlear and supra-orbital veins that runs obliquely downwards on to the side of the root of the nose, to the level of the lower margin of the orbit where it becomes the anterior facial vein. It communicates with the cavernous sinus by draining into the superior ophthalmic vein.
The aetiology of the condition is unclear. Varices usually occur at other sites because of chronic obstruction to flow, 1 but could also be due to abnormalities of connective tissue, 2 following trauma 3 or due to hereditary predispositions. 4 There was no clear aetiology in any of our cases.
There has been one prior English language report of angular vein varix, 5 where the lesion was excised for cosmetic reasons. The diagnosis is a clinical one, but could be confirmed by phlebography or Doppler ultrasonography. None of our cases justified surgical excision with the small, perhaps entirely theoretical, risk of intracranial air embolus via the superior ophthalmic vein. Sclerotherapy and ligation have been used with some success for oesophageal varices, 6 but we have no experience of their use in this situation. Formed visual hallucinations in patients with normal cognition and insight (Charles Bonnet Syndrome (CBS)) have been reported after certain ophthalmic procedures, including macular laser photocoagulation 1 and macular translocation. 2 It is important for clinicians to recognise this condition as it is frequently misdiagnosed 3 and the symptoms may bother some patients. 4 We report a patient who developed formed visual hallucinations following bilateral laser peripheral iridotomies for angleclosure glaucoma.
Case report
A 90-year-old Chinese woman presented with blurring of vision secondary to bilateral nuclear sclerotic cataracts and chronic angle-closure glaucoma. Her best-corrected Onset of Charles Bonnet syndrome CSH Tan et al 647
